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F 000 | INITIAL COMMENTS F 000
Disclaimer;
Investigation of Complaints #26807, #27570,
#25428 and #26535 wera completad with the The Bridge at South Pittsburg does
| @annual Recertification survey conducted Febryary beire_ve and does not admit that. any
28 through March 2, 2011, at The Bridge At South deficiencies existed either biefore, during pr
Piltsburg. No deficiencies were cited i relation to after the survey. The Facility reserves 4]
Complaints #26807, #27570 and #25428 under 'ghts to contest the survy findings through
42 CFR Part 483, Requirements for Lang Term iformal dispute resolution, formal appeki
Care Faciliies. Federal deficiencies were cited in proceedings or any administrative or leggl...
relation to complaint #26535, Praceedings. E‘.'S plan of correctionfsh ks,
F 157 | 483.10(b)(11) NOTIFY OF GHANGES FI0Y| ottt e ary e H S
=G | (INJURY/DECLINE/ROOM, ETC) oo Or_ position and e .
§$8~G Facllity reserves all rights tg raise all
A facility must immediately inform the resident; tl;?;seml;’? gnqt%r}ﬁz?i;;:? gleafi?r?s:s&légna )ﬁ
consuit with the resident's physiclan: and if proceeding. Nothing contaired in this plan
known, notify the resident's legal representative of correction shauld be considered’ as la
oran intel‘ested fEImlIY member When thEre Is an wg]ver' of any POtEf“ia"}' app"eabh Pe r
accldent involving the resident which results in "Review, Quality Assurance or self criti
injury and has the potential for requiring physician examination privilege which the Fagil
intervention; a significant change In the resident's does not waive and reserves the right
Physical, mental, or psychosocial status (ie, a assert In any administrative, eivil or criminb)
deterioration in health, mental, or psychosoclal claim, action or proceeding. The Facijlj
status in either life threatening conditions or offers its response, credible allegations bf
clinical complications); a need to alter treatment compliance and plan of correction as part pf

significantly (i.e., a need to discontinue an
existing form of treatment die o adverse
conseqguences, or to commance a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also
and, if known, the res
or interested family m
changa in rcom or reommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

promptly notify the resident
ident's legal representative
ember when there is a

its ongoing effo

ris to provide quality of ca
to residents. .

LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE

(X6) DATE

7.

Any deflciency stalemant ending with an aste
othér safeguards provida sufficient protection to the
following the date of survey whather or not a plan of comection ls
days following the date thess documents are made avaliable to |

program participation,

rak (*) denotas a deficlency which the institution may
patients. (Sea instructions.) Except for nursing
Provided. For nursing homes, the
ha facility, I deficiencies are cited, an app

ba excused from conrecling providing It is determined that
homes, the findings stated above ara distiosable 90 days
abava findings and plans of correction are disciosabla 14
roved plan of correction is requisits ta continned
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F 1567 | Continued From page 1 F 157
The facility must racord and periodically update 3) 31 ] 20
the address and phone number of the resident's F 157 NOFIFY OF CHANGES, (INJURY,
legal representative or interested family member. DECLINE/ROOM, ETC)
A facility mus( immediately inform the resident;
This REQUIREMENT s not met as svidenced consult with the physician ; and if known, notify the
by: resident’s lepal represenrative or an interested family
Based on medical record review, review of facility membet when there is an accident involving the
documentation and interview, the facility fajled to resident which results in injury and has the Ppotential for
notify the resident's physiclan/nurse practitioner of requiring physician intervention; a significant chiangd in
increased pain after a fail resulting In a fracturad the resident’s physical, mental or psychosocial status
hip for one (#9) of twenty-six residents reviewed.
The facility's failure resuited in harm for resident Resldents affected: :
#9. Resident #9 was assessed for pairt end sent to the ER
for evaluation. Resident # 9% MD/NP was notificd,
The findings included:
A Residents potentinlly affected;
. g All Residents have the potential to be affected by the :
Resident #9 was adl:nll'te.d to tha fa.clhty 9!1 cited practice, Med carts and MAR'S were audited and '-'.“ soan
Je_mus!ry 15, 2010, with diagnoges including licensed Staff were in-serviced on pain protocol and | -.. e
Vitamin B12 Deficieney, Cerebral Atherosclerosis, physician notification by the SDC. SDC/Designee wil)
Vascular Dementia, Insomnia and Anxisty. educate gl new hircs op pain protocol and physician
notificarion. Staff wil] be educated that if pain is
. r present, and not religved by current regime, MD/NP
'IRS? vé%\:’gf r?fe?&?&a%?ﬁﬁ?addaé?#fg%oﬁg& will be notified upon assczsment and new orders
; , ived.
long and short term memory, and had impaired recen
decision making skills, Systemic measureg:
Residents with new orders for pain medicarion will b
Review of facility documentation dated November ;?Viewﬂ‘ij lhmclllthut the WIIL{ in our eiil;ieullimeeﬁtin and
14, 2010, at 7:45 p.m., revealed the resident >eussed weekly in our at risk mecting. Facility E.
' i . revised based on utilization. The DON/Desipnes wil
sustained a fall, resulting in a fracture of the right validate pain medicalion orders compared te the and
hip. Review of the nursing notes dated to the med tart and notification of MID/NP throughotlt the
November 14, 2010, at 7:45 p.m., revealed the week.
nurse, who assessed the resident after the fall,
! documented "...Pt, (Patient) does complain of (R) Monitoring measures: .
(right) inner thigh hurting...” Medical record DON/Designee will review orders for pain medicars
review revealed there was no documentation the tnd proper documentation throughout the week ang i
nurse offered the resident pain medication, ar the a risk meeting x 8 weeks.  Any concerns will
notified the Nurse Practitionar (NP)YMedical addressed immediately and _s!affre-educmcd Identi ;
concems will be addressed in monthly QA, e
Frelitty ID: TN3801 If continuation sheet Page 2 of 25
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Doctor (MD) of the resident's pain from
Nevember 14 until Novernber 16, 2010.
Review of the nursing notes dated November 18,
2010, at 11:00 am., revealed, "._ Pt (patient)
cont (continues) to c/o (complain) pain main ly in
(R) hip..." Medical record review revealed no

documentation the nurse offered the resident pain
medication or notifled the NP/MD of the resident's
complaint(s) of pain from November 14, until
November 16, 2010.

Continued review of the documentation revealad
the NP was notified and ordered an x-ray, which
was completed on November 15, 2010, with
"...Findings strongly raise suspicion of 3
subcapital fracture of the right proximal
femur...No acute displaced fractures...CT scan
{Computerized Tomography scan) would be
helpful to confirm or deny a fracture of the right
subcapltal region . "

Review of the hospltal documentation revealed
the resident was transferred to the haspital on
November 16, 2010 for g CT scan of the right hip,
due to "...increased pain described by the patient
as 'sharp' ..." Continued raview of the hospital
documentation dated November 16, 2010,
revasled the patient rated the pain as "...the worst
pain ever..." Review of the results of the CT scan
revealed "...Acute Impacted Right Femoral Neck
Fracture with some 50 degrees of Varus
Anguiation and Posterior Rotation of the Femoral
Dlaphysis..."

Interview with Licensed Practical Nurse #3 on
March 2, 2011, at 11:45 a.m., in the Training
Room, confirmed the residant had increased pain
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with activities of daily fiving, bathing, moving, F 253 HOUSEKEEPING & MAINIENAPJFE
fransfers, ete. after the fall on November 14, SERVICES 351l
2010. Conlinued interview confirmed on . . .
November 15, 2010, the resident had "continued The facility must provide housckceping and
to conmplain of pain” and tha Nurse (LPN #3 . mu'ntenanoe SErvices neccssary to lma:r!txm a
failed to notify the NP of the resident's initial paln Sanitany, orderly, and comfortable interior.
which began on November 14, 2010 or continued .
pain, as documented in the nurse's notes on Residents Affected; g o
: Resident # 12 bathraom floor was replaced with .- 7, |
Noverber 15, 2010. : p . :
new floaring. The shower tile was cleaned in the .
Interview with the Administrator In Training (AIT) -central bath on unit 2, LT
on March 2, 2011, at 3:46 p.m., in the Training . 2 )
Room confirmed the NP or MD was not notified of Residents potentially affected: e
; : : ; All residents have the potential to be affected by
the resident’s pain and/or increased pain from io ad : -
November 14, 2010, after the fall, until November s cted practice. Housekeeping
16, 2010 . d : Supcryisor/designee will report identified .
) . cnvironmental concerns in morning meeting,
i Interview with the NP on March 2, 2011, at 4:00 Systemic Measures:
p-m., in the Training Room confimed the ' Department heads wil] perform walking round
nurse(s) did not notify the NP of the resident's through-out the work week and report
pain after the fall, and fallec_i to notify the NP of environmental concems in morning meeting, The
the resldent's increased pain prior to going _to the identified concerns will be addressad immediately
hospital for the CT sean. Continued interview and follow-up on by the Housekeeping
with the NP confinmed the NP was the person to supervisor/designee,
be notified for medication orders related to new
onset or Increased pan because the NP was ! Monitoring Changes;
present in the facility five days a week, on call at Housekeeping supervisor will maintain 3 log af
night on alternate weekends, identified environmental concerns and follow-ip,
F 2531483, 15(h)}(2) HOUSEKEEPING & F 253 Aressof concemns will be addressed in monzhl*r QA. ..
$8=D | MAINTENANCE SERVICES .
The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortabie interior.
This REQUIREMENT is not met as avidencad e o
by: {
Based on medical record review, observation and
FORM GM&E&?(@Z—BQ} Pravious Versinng Obsoleta Event I1D:529P11 Ff'ldl.llyID: TNS801 If continuation shest Page 4 of 26
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Continued From page 4
Interview, the facility failed to provide a clean,
Sanitary environment in one shower room of three
shower rooms observed, and ona resident's (#12)
bathroom of twenty-six residents reviewed.

The findings included:

Observation with the House Supervisor during the
initial facility tour on February 28, 201 1, at 10:10
&am., in the central shower raom on the 200 hall,
revealed a black substance on the grout line of
Multiple tiles on the shower wajl and around the

top of the tile at the base of the shawer,

Interview with the House Supervisor on March 1,
2011, at9:30 a.m., at the 200 hall nurses station
confirmed the black substance appeared to have
been mold, and had been removed from the
shower room wall,

Resident #12 was admitted to the facility on
January 4, 201 1, with diagnosis including Chronic
Kidney Disease, Stage 3, Altered Mental Status,
Dehydration, Anemia, Advanced Alzheimer's-
disease, Multiple Myeloma, and History of
Cerebrovascular Accident

Observation on February 28, 2011, at 9:45 am,
with the Director of Nursing (DON), revealed the
resident out of bed sitting in 8 whee chair,
Continued observation of the resident’s room
revealed a significant, foul, urine ador in the
room. Continued observation of the resident
revealed the resident stated to the DON, " __You
gotta do something with that bathroom ...
Continued observation of the resident’s bathroom
revealed a strong, foul, urine odor in the
bathroom, also. .

F 253
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Interview with the Director of Nursing on February .
28, 2011, at 9:45 a.m., In the hall near fhe F278 ASSESSMENT ACCURACY, 3s1)zen
resident's room revealed the resident voided on COORDINATION/CERTIFIED
the floor in the room and on the floor and wall of Th "
the bathroom. Continued intsrview revealed the ?d"si’f:mt:";l‘s rust accurately reflect the
resident was incontinent of bladder: however, the TRRICEIE e,
cﬁiﬁe{:ﬁt :g.;cr’e a brief and would pull the brief Resident affected:
" ) Resident # 24 is a closed record.
-| Observation _with the r!ousekeeper (#1) on March Resident potentially affectod:
1, 2011, at 4:00 p.m., in the resident's room All reside -
. dents have the potential to be affected qy
confirmed the housekesping staff cieaned the this cited practice, Resident’s weights were
FOOIm ON & routine basis. Continued observation reviewed for accuracy and docuricitation
with the housekeeper revealed the bathroem floor '
had moisture between the cracks in the flooring Systemic measures:
when the foot was placed firmiy on the floor. The Interdisciplinary team will review residen
) . A MDS assessmenrs during the weekly ot risk m eting
Interview with the administrator on Margh 1, 2011; for accuracy as it relates to weight variances.
at 4:15 p.m., in the resident's room, confirmed the
room had a foul, urine odor, and the flooring « Monitoring changes:
needed to be replaced. The interdisciplinary team wil] document
F 278 483.20(g) - () ASSESSMENT F 278 discrcpancies in weights and report identified
58=p ACCURACYICOORDJNATION.‘CERTIF IED changes 1o the MDS coordinator and
DON/designee. [dentificd weight changes will be
The assessment must accurately reflect the reviewed weekly x 4 weeks and then monthly x 2
resident's statys, months. Any concerns will be addressed and
rcported to QA monthly.
A registered nuree must conduct or coordinate
each assessment with the apprapriate
participation of health professionals.
A registered nurse must sign and certify that the
assessment is completed,
Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.
Under Medicare and Medicaid, an individual who
l
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Continued From page 6 .
willfully and knowingly certifies a material and
false statement In g resident assessment is
Subject to a ¢ivil money penalty of not more than
§1,000 for each assessment; or an individual who
willfully and knowingly causes another Individug]
to certlfy a material and false statementina
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment,

Clinical disagreement does nbt constitute a
material and false statement,

This REQUIREMENT is not met as evidenced
by. )

Based on medical record review and interview,

the facility failed to ensure an accurate MDS 2.0
{Minimum Data Set version 2.0) assessment for
one resident (#24) of twenty-six residents
reviewed,

The findings incluged:

Resident #24 was admitted fo the facillty on June
14, 2010, with diagnoses including Vascular
Dementia and Hypertensijon.

Medical record review of the MDS 2.0 dated
August 4, 2010, revealsd the resident had a
weight gain that would be defined as 5%

- (percent) or more in the last 30 days or 10% or

more in the last 180 days.

Medical record review of the MonthlyMeekly
Weight Recap Sheet revealed the following
documented weights: Admit=167 {weight in
pounds), week 3 of June, 2010=167; week 4 of
June, 2010=162.5: waek 1 of July, 2010=157 with

F 278
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a re-weigh of 158, resulting in a 5.39% weight
loss; week 2 of July, 2010=1 B60; wesk 3 of July,
2010=159; and week 1 of August, 2010=154. F 280 RIGHT TO PARTICIPATE PLANNING -
) CARE-REVISE CP 3"5‘22‘9”
Interview with the MDS nurse on March 2, 2011, : .
at 115 a.m., in the Training Room, canfirmed The resident has the right, unless adjudged
the resident had experiencad a weight loss, not a incompetent or otherwise found to be incapacitated
weight gain, and the MDS assessment was under the laws of the state, 1o participate in planning
inaccurate. care and trcatment or changes in care and treg ent,
C/O #26535 ) Res_iden!s affected:-
F 280 | 483.20(dl)(3), 483.10(k)(2) RIGHT TO F280) Residents#1, #12, and #17°s eare plans werc
§s=D | PARTICIPATE PLANNING CARE-REVISE CP updated to reflect their current plan of eyre,
Residcr_nt #17s foley catheter was d/o’d. Resident
The resident has the right, unless adjudgeq #12 was referred to social/psych services. Resident
incompetent or otherwise found to be f b as assessed for safe use of the mtori
incapacitated under the laws of the State, to wheelchair
participate in planning care and treatment or . ; :
. Residents Potentially Affected:
ehanges in care and treatment All residents have the potential to be affected by
" : this cited practice, Residents with motorized | .-
A cqmprehenswe care plan mL.ISI be developed wheclchairs, foley catheters and urinating on flgor-
within 7 days afier the completion of the were care planncd
comprehensive assessment: prepared by an '
intart_ilst:lplmary‘team. that includes the attending Systemic measures:
physiclan, a registered nurse with responsibility DON/Designee will review care plans in . T
for tpe_ resident, and other appropriate staff in coordination with the MDS schedule througholt the ,
disciplines as delermln_ed by the resident's needs, week to vorify accuracy of the plan of care x4 :
and, to the extent practicable, the participation of weeks; bi-wcekly x 4 weeks. The SDC will cogch
the resident, the resident's family or the resident's and mentor the MDS coordinator and care pl.
legal representative; and periodically reviewed coordinator on concems identified.
and revised by a team of qualified persons affer
each assessment, Monitoring changes;
The SDC will report any identified arcas to the
DON/Designec and education provided to the MDS
Coordinator/care plan coordinator for follow-yp as
indicared. Results will be reporied in monthly DA
This REQUIREMENT is not met as evidenced meeting, -
by:
( Based on medical record review, facility pollcy
Event ID: 5299711 Fagiiity I0; TNS807 If continuation sheet Page 8 of 28
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reviewed.

The findings included:

the left hip,

hip.

the facility

review, observation and interview,
thres residents

falled fo update the care plan for
(#1, #12, and #17) of twenty-six residents

Resident #1 was admitted to the facility on
December 8, 2010, with a diagnosis of &
Alzheimer's Dementia, and was re-admitted to the
facility on February 17, 2011, with an additional
diagnosis of Status Post ORIF (Open Reduction
Internal Fixation) Left Hip related to a fracture of

Medical record review of the Minimum Data Set
.| dated December 15, 2010, revealed the resident
required limited assistance with transfers and
ambulation, did not haye an f
and was continent of bowel

Medical record review of the resident’
revealed the last update to the care plan was
January 19, 2011. Further review of the care plan

F 280

ndwelling catheter,
and bladder.

Observation of the resident on March 1, 2011, at
10:10 a.m., and interview with PT (physical’
therapist) #1, in the therapy department,
confirmed the resident was in a wheelchair and
receiving physical therapy following the hip
fracture, Continued observation and interview
confirmed the resident had been continent and
independent in ambulatian priof to the hip
fracture, but currently had an Indwelling catheter,
could not maintain welght bearing status, and
needed the assistanca of two for transfers:
Continued intarview confirmed the resident had
staples intact to the surgical incision in the left

5 care plan

|
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revaaled the resident was discharged from
therapy, was unsteady in gait, had opportunity to
progress in the facility and would be seen by
restorative therapy. Further review of the care
Plan revealed it did not address the indwelling
catheter, indicated the resident was usually
continent of urine, and did not address tha hip
fracture, staples, or surgical incision,

Interview with the Director of Nursing (DON) and
Administrator In Training on March 1, 201 1, at
10:40 a.m., on Station 1, and with the DON on
Mareh 2, 2011, at 9:20 a.m., in the Training
Room, confirmed the care plan had not been
updated to reflect any changes in the residents
functional status since the hip fracture and

Surgel'y. A ® .-‘ e :r

Resident #12 was admitted to the facllity on e
January 4, 2011, with diagnoses including ‘ : :
Chronic Kidney Diseass, Stage 3, Altered Mental L T
Status, Dehydration, Anemia, Advancad
Alzhelmer's disease, My ltiple Myeloma, and
History of Cerebrovascular Accident,

Interview with the Director of Nursing on February
28, 2011, at 9:45 a.m., In the hall near the
resident's room revealed the resident volded on
the floor In the room and the wall and flcor of the
bathroom. Continued Interview with the DON

| revealed the resident was incontinent of bladder;
however, the resident wore a brief and would pull
the brief down to void.

Interview with the Director of Nursing on March 1,
2011, at 5:00 p.m., in the Training room,
confirmed the resident had not been care planned
for the problem of voiding on the floor and on the
wall, :

FORM CMS-2587(02-99) Previous Verslons Obasleta Event 1D: 529P11 Facliity ID: TN5801 If continuation sheet Paga 10 of 26



PR B R ]

L T e T L0001 10 19

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

@018/040

PRINTED: 03/08/2011
FORM APPROVED
OMB NO. 0935-0391 )

STATEMENT OF DEFICIENGIES 1) PROVJDERJSUFPUER{CUA
AND PLAN OF CORRECTION IDENTIFICATION NUMEER:

445343

(X2) MULTIPLE CONSTRUGTION
A BUILDING

{X3) DATE SURVEY
COMPLETED

E. WING

— 03/02/2011

NAME OF PROVIDER OR SUPPLIER
BRIDGE AT SOUTH PITTSBURG, THE

201 EAST 10TH STREET

STREET ADDRESS, CITY, STATE, ZIP CODE

SOUTH PITTSBURG, TN 37380

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S FLAN OF CORRECTION

1D 8
PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) !

F 280 | Continued From page 10

{ Resident #17 was admitted to the facility on
February 5, 2002, with diagnoses including Late
Effects of Cerebrovascular Accldent, Flacgld
Hemiplegia, Diabetes Meliitus, and Obesity,

Medical record review of the Minimum Data Sat
dated February 1, 201 0, revealed the resident
had short term memory impairment, and required
assistance with decision making. Gontinued
review revealed the rasident required maximum
assistance with transfers, and was
non-ambulatory,

Review of the therapy discharge summary dated
December 8, 2010, revealed, ".._Power
wheelchair safety assessment was completed
and patient demonstrated good safety with usa of
power wheelchair.,,."

Review of the facility policy, Wheelchairs - Use of
Non—Motcrized, Motorized, revealed, "...Residents
utilizing wheelchalrs and motorized wheslchairs
will be assessed through the MDS (Minimum
Data Sel) process regarding their motor and
cognitive skills to safsly operate the wheelchairs.

* Their capability should be assessed,
careplanned, and discussed with the resident
andfar responsible party. Residents will also be
assessed utilizing wheelchair assessment tools

" | for motorized or non-motorized wheelchairs..."

Review of the resident's care plan dated April 23,
2010, revaaled no documentation the resident
had been assessed for the safa use of the
powerchalr (i.e. electric or motarized wheelehair.)

Interview with the Director of Nursing in the
director's office on March 2,2011,at8:35 a.m.,

F 280
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Interview, the facility failed to assess/provide pain
manhagement interventions afler a hip fracture for
one (#9) of twenty-six residents reviewed
resulting in unresalvad pain and harm for resident
#9,

The findings included:

Resident #9 was admitted to the facility on
January 15, 2010, with diagnoses including
Vitamin B12 Deficioncy, Cerepral Atherosclerosis,
Vascular Dementia, Insomnia and Anxlety.

Review of the Minimum Data Sel dated October
13, 2010, revegled the resident had impaired
decision making skills,

Revlew of the Nurse Practitioner's (NP)orders
dated November g, 2010, revealed, "...Lortab
2.5/500 mg. (Milligrams) p.0. (by mouth) (for
abdominal discomfort)...D/C (discontinue) Tylenol
BID (iwo times a day) when Lortab available, "

4) ID SUMMARY STATEMENT OF DEFIGIENGIES ID PPROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEF
F 280 | Continued From page 11 F 280
confirmed the resident's care plan had not bsen
revised to include the safe use of the power chalr. :
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F300/ " F309 PROVIDE CARE/SERVICES FOR [3)31]201
88=G | HIGHEST WELL BEING HIGHEST WELL BEING
| Each resident must receive and the facility must Bach resident must receive and the facility must proyide
provide the necessary care and services to aftain the necessary care and services to attain or maintain the
or maintain the highest practicable physical, highest practicable physical, mental, and psychasqgi
mental, and : well-being, in accordance with the tomprehensive
! psychosoclal well-being, in assessment and plan of care
accordance with the camprehensive assessment = “
and plan of care. Residents affected: o R
Resident #9 was assessed for pain and sent to the EX for
evaluatipn.
; : : Resldents potentinlly afTected: - )
I}f::s REQUIREMENT s not met as svidenced All Residents have the potential to bo affected by N
: ited ice. M d ] i o
Based on medical record review, observation and E@E&’f&"&miﬁ?ﬁi pah:nﬁ;}nw:::.::: d_m e

physiciom notification, SDC/Designee will educate
new hires on pain protoce] and physician notificarios,
Staff will be educated that if pain is present, and not
relieved by current regime, MD/NP wil| be notified
Upon asscssment and new orders recéived, Staffwil
also be educated on Teassessing resident’s pain ar

uppropriate intervals based on medication regimen ahd -
resident symptoms,

Systemic measures:

discussed weekly in our at risk meeting, E-Kits
reviewed tor appropriste Ppain medications. The
DON/Designee will compare the MAR to the order gng

verify MD/NP notification of pain upon assessment itk
nursing oversight.

DON/Designes will review orders for pain medicatign and .
proper documentation throughout the week and in i
nisk meeting x 4 weeks the monthly. Concerns wil] be
addressed immediarely and staff re-cducared and

' in monthly QA | y

‘ Monitoring chonge;
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Review of the Medlcation Record for November
2010 ravealed the resident recelvad the Tylenol
B50 mg. two times a day as ordered through
November 15: 2010, Continued review of the
November 2010 Medication Recard revealed the
resident did not recalve the Lortab 2.5 mg. as
ordered from November 9, thry November 15,
2010, as indicated by an "X* or by the nurse
gigning and circling the times as "not
administered" to the resident. Continued review
of the back of the Medication Record revealed no
documentation why the Lortab was not
administered on November 9, 10, or 1 1,2010
(spaces were laft blank). Continued review of
the Medication Record, revealed on November
12,13, 14, & 15th, the nurses documented
"...Lortab not avai!ableupharrnacy nofified,.."
Continued review of the Medication Record for
November 2010 revealed the resident receivad
the first dose of Lortab 2.5/500 mg. on November
18, 20170 at 8:00 a.m., a delay of six days,

Revlew of facility documentation dated November
14, 2010, at 7:45 P-m., revealed the resident
Suslained a fall resulting in a fracture of the right
hip. Continued raview of the documentation
revealed the (NP)was notifiad and ordered an
X-ray, which was completed an November 1 5,
2010, with a diagnosis of- "...Findings strongly
raise suspicion of a subcapital fracturé of the right
proximal femur...No zeute displaced
fractures...CT sean (Computerized Tomography
scan) would ba helpful to confirm or deny a
fracture of the right subcapita] region..,"

Review of the nursing notes dated November 14,
2010, at 7:45 p-m., revealed the nurse, who
assessed the resident after the fall, documented "

Y
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-..Pt. (Patient) does complain of (R) (right) inner
thigh hurting ..." Medical record review revealed
no documentation the nNurse offered the resident
pain medication, or notified tha NF/Madical
Doctor (MD) of the resident's pain for any of the
shifts until November 18, 2010.

Review of the nursing notes dated November 15,
2010, at 11:Q0 a, m., revealed, "...Pt. (patient)
cont. (continues) to ¢/o (complain) pain mainly in
(R) hip..." Medical record revealed no
documentation the nurse offered the resident pain
medication or notified the N P/MD of the resident's
complaint(s) of pain from November 14, 201 0, (at
the time of the fall) until November 16, 2010, on
all shifts. .

Review of the hospital documentation dated
November 16, 201 0. revealed the resident
returned to the hospital on November 18, 2010 for
a CT scan of the right hip, due to " _increased
pain described by the patient as 'shamp’,, ",
Continued review of the hospital documentation
dated November 1 8, 2010, revealed the patient
rated the pain as "._the worst pain ever..."”
Review of the results of the CT scan revealed
"...Acute Impacted Right Femoral Neck Fracture
with some 90 degrees of Varus Angulation and
Posterior Rotation of the Femoral Diaphysis..

Review of the Medication Record dated
November 2010, revealed on November 16,
2010, the NP increased the Loriab from 2.6/500
mg. BID to 5/500 mg. BID, due ta increased pain
in the right hip, (two days after the resident's fall).

Observation on February 28, 2011, at 3:45 p.m.,
revealed the resjdent lying on a low bed, one mat
on the floor at bedside, ene side of the bad

F 309
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Pushed against the wall,

Interview with Licensed Practical Nurse (LPN #3)
on March 2, 2011, at 11:45 a.m., in the Training
Room, confirmed the resident had increased pain
with activities of daily living, bathing, maving,
transfers, etc. after the fall Continugd interview
confimmed on Novemnber 15, 2010, the resident
had "continued to complain of pain” and LPN #3
did not offer the resident pain medication and
falled to notify the NP of the resident's initial pain
which began on November 14, 2010, or continued
pain until November 16, 2010.

Interview with the Administrator In Training (AIT)
on March 2, 2011, at 3:45 P-m.. in the Training
Room confirmed the resident was not offered
Lortab 2.5/500 mg. for increased pain after a fall;
the facility failed to provide any interventions to
manage resident #9's pain; the Nurss
Practitioner or Doctor was not notified of the
resident's pain or of the resident's increased pain;
and the nurse(s) did not notify the NP that the
Lortab 2.5/500 mg. was not avallable,

Interview with the NP on March 2, 2011, at4:00
p-m., in the conference room confirmed the
nursas did not notify the NP of the resident's pain
after the fall; and of the resident's increased pain
prior ta going to the hospital for the CT scan; or
that the Lortab 2.5/500 mg. was not available and
had not been administered as ordered,
Continued interview confirmed if the nurses had -
notified the NP of the resident's pain, or that the
Lortab 2,6 mg. was not available the NP would
have ordered another pain medication. Further
interview confirmed the NP was tha person to be
notified for medication orders related {o new

Coanun
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onset or increased pain, the NP was present in
the facility five days a week, on eall at night on .
altemate weekends. F315 NO CATHETER, PREVENT UTI, |331)20
F 315 483.25(d) NO CATHETER, FREVENT UTI, F 315 RESTORE BLADDER
§5=D | RESTORE BLADDER .
Bascd on the resident’s comprehensive as ent,
Based on the resident's comprehensive the facility must ensure that a resident who ent
assessment, the facility must ensure that a the facility without and indwelling catheter is fiot a
resident who enters the facility without an catheterized unless the resident’s clinical condirion
indwelling catheter is not catheterized unless the - demonstrates that catheterization Was necessary.
resident's clinical condition demonstrates that
catheterization was necessary; and a resident Resident affected:
who is incontinent of bladder receives appropriate Resident #1 foley catheter was removed,
treatment and services ta prevent urinary tract
infections and to restore as much normai bladder Residents potentially affected:
function as possible, Al residents with foley cathcters have the potential
10 be affected by this cited practice. Residents|with
foley catheters were assessed for orders and
This REQUIREMENT is not met as evidenced supporting diagnoses,
by: .
Based on medical record raview, review of the Systemic Measures: . .
facility's RosterfSampIe Matrix, observation and DON/Desginee wil review Physician °rdef?_ 1w
interview, the faciliy failed to obtain a physician's ciroushout the weck for accuracy and approprigte: . -
order or assess for the nead of an indwelling diagnoses. Licensed nurses will be educatcdon
catheter for ane resident (#1) of twenty-six the protocol for foley catheters, The Infection
residents reviewed,. Control nurse will review (re)admissions and
current residents, who have a folcy catheter, fof
The findings included: éppropriate documentation,
Resident #1 was admitted to the facility on
December 9, 2010, with a diagnosis of Monitoring change:
Alzheimer's Damentia, and was re-admitted to the DON/Designee will review residents with fol
facility on February 17, 2011, with an additional catheter orders. The DON/Designece will comﬁctc
diagnosis of Status Post ORIF (Open Raduction the QA audit tool for residents identified with
Intemal Fixation) Left Hip due to a fracture of the cathcters weekly x4 weeks and monthly thereafter,
left hip. Results will be reviewed monthly in QA.
Medical record review of the Minimum Data Set
dated December 15, 2010, revedled the residant _
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-| had two residents with indwelling catheters, and

required limited assistance with transfers and
ambulation, did not have an indwelling catheter,
and was continant of bladder,

Review of the facliity's Roster/Sample Matrix
updated February 28, 201 1, revealed the facility

resident #1 did not have an Indwelling catheter.

Observation of the resident on February 28, 2011,
at 10:05 a.m., 1:40 p.m., and 3:10 p.m., and on
March 1, 2010, at 7:25 a.m., 8:35 a.m., and 12:35
p-m., revealed the resident in bed with an

Indwelling catheter present.

Observation of the resldent on March 1, 2010, at
10:10 a.m., and interview with PT (physical
therapist) #1, in the therapy department,

confimed the resident was in a wheelehair and
receiving physical therapy foillowing the hip
fracture, Continued observation and interview
confirmed the resident had an indwelling catheter

and had been continent of urine and independent
In ambulation prior to the hip fracture.

Medical record review of the physician's orders
revealed no order for the indwelling catheter,

Medical record review of the resident's care plan
revealed the last update to the care plan was
January 19, 2011; the care plan did not address
the indwelling catheter, and stated the resident
was usually ¢confinent of urine.

Medical record review of the resident
assessments revealed the Bowel and Bladder
assessment was completed December 23, 2010,
and indicated the resident was continent of bowel
and bladder and did not have an indwelling

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERTLIA (X2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLEYED
A BUILDING
445343 B. WING 03/02/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
201 EAST 10TH STREET
RIDGE o BURG, THE !
& AL OLTHTITIRB UG, SOUTH PITTSBURG, TN 37380
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 | Continued From page 16 F 315

e,

FORM CM$-2567(02-09) Pravious Verslons Obsolets

Event ID:5Z8P11

Facliity 1D: TNSS01

If continuation sheet Paga 17 of 28

-L"-:;:‘E e T bl



n

DEPARTMENT OF HEALTH AND HUMAN SERVICES

@023/040

PRINTED: 03/08/2011
FORM APPROVER

CENTERS FOR MEDICARE & MEDICAD SERVICES | OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY :
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; ' COMPLETED

) A. BULDING |
445343 e | 03/02/2011
NAME OF PROVIDER OR SUPPLIER HTREETADDﬁESS, CITY, BTATE, ZIF CODE
201 EAST 10TH $TREET
BRIDGE AT SOUTH PITTSBURG, THE SOUTH PITTSBURS, TN 37380
X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION 5
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECYIVE ACTION $SHOULD BE COMPLETION
TAG . REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
F 318 | Continued From page 17 F 315
catheter. Further medical record review revealed
no decumentation the resident had_an indwelling F 323| FREE OF ACCIDENT /HAZARDS, | 3)31)za1y
catheter and no assessment to Justify the need SUPERVISION/DEVICES
for an Indwelling catheter.
1] ili ident envj t
Interview with the Director of Nursing {DON) and e f}c’hry NSt ensuro e S ible:
e e Temaifis as free from accident hazards as is pogsible;
Administrator In Training on March 1, 2011, at and each resident received adequate supervisidn and
10:40 a.m., on Station 1, and with the DON on assistance devices to prevent accidents,
Mareh 2, 201 1, at 9:20 a.m., in the Training
Rnom.. confirmed the facility did not have a Residents affected:
physician's order, assessment, or care plan for Resident #13 was assessed and the alarm was
the Indwelling catheter, replaced. Resident #17 was assessed for safe gsc
F 323 483.25(h) FREE OF ACCIDENT F323]  of amotorized wheelchair,
SS=D HAZARDS}SUPERVISION!DEVICES
Residents potentially affected: S
The facility must ensure that the resident All residents have potential to be affected by this T
enviranment remains as free of accident hazards cited practice. Staff were educated regarding wsé of °
as Is possible; and each resident recsives alarms and safe use of motorized wheelchairs,( .. -
adequate supervision and assistance devices to ' |
prevent accidents. Systemic medsures:
Central Supply will validate alarms are turned|on
throughout the week and report findings to
DON/Designee. All residents using motorized
wheelchairs will be assesseq upon admissIon,l
This REQUIREMENT is not met as evidenced quarterly, or PRN for the safe use of their motbrized
by: ' wheelchdirs and assessment of alarms,
Based on medica] review, observation, facility Monitoring change:
policy review, and intarview, the facility failed to Central Supply will imumediately cotrect any afarm
provide superviglon ta prevent accidents for one b :
: 2 . . that wasn't turned on and findings reported to
resident (#13) with an Inactivated bed alarm, and DON/Designee throughout the work Regle
one resident (#17) who had not been reevaluated ; M ot
. UON/Designee will notify therapy dept when
| for safe powerchair operation. resident uses 2 motorized wheelehair and an
§ . . assessment will be completed. The therapy dept wiil
ThEI ﬁndlngs InGIUdEd: assess motorized whee]chajrs on admigsim,
Quarlerly and PRN. Residents whom are des
. unsafc or alarms not on will be reported to th
Resident #13 was admitted to the facliity on DON/Designee and addressed in monthly QA( |
February 17, 2011, with diagnoses including :
Fracture Fernur, Statug Post Surgery, Acute ; L
FORM CMS-2667(02-08) Previous Versions Obsolata Event ID: 5z8P11 Faclnty ID: TNSsD1 - If continuation sheet Page 18 af25"
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Venous Embolism & Thrombosls, Alzheimer's
diseage, Essenfial Hypertension, and Atrial
Fibriliatiop,

Review of the Fall Risk Asgessment dated
February 17, 2011, revesled the score was 24 or
High risk for fails.

Review of the facllity documentation dated

February 22, 2011; revealed the resident
sustained a fall with no injuries. Continued review
of the documentation revealed a bed alarm was
put in place at that time.

Observation on February 28, 2011, at 9:30 a.m.,
revealed the residentin a low bed, pushed
against the wall, with safety mat an tha floor.
Continued observation with the Divector of
Nursing (DON) at the same time revealed the bed
alarm in place (under the resident), nat tumed on
(not operating).

Inferview with the DON on February 28, 2011, at
9:36 am., in the resident's room, confirmed the
alarm was not activateqd.

Resident #17 was admittad to the fagility on
February 5, 2002, with diagnoses including Late
Effects of Cerebrovascular Accident, Flaccid
Hemiplegis, Diabstes Mellitus, and Obesity.

Medical record review of the Minimum Dsta Set
dated February 1, 2010, revealed the résident
had short term memory impairment, and required
assistance with decision making, Continued
review revealed the resident required maximum

assistance with transfers, and was
non-ambulatory. .
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Review of the physical therapy discharge
summary dated December 8, 201 0, revealed,
"...Power wheelehair safely assessment was
completed and patient demonstrated good safety
with use of power wheeichair._ "

Review of the facility's documentation dated
Febryary 17, 2011, revealed resident #17 ran
over another resident's foot with the power chair,
and caused a skin tear to the lower left leg of the
other resident.

Continued review of the facility's documents
revealed no documentation resident #17 had
been reevaluated for the safe use of the power
chair after February 17, 2011.

Raview of the facllity policy, Wheglchairs - Use of
Non-Motorized, Motorized, revealed, “...Residents
utilizing wheelchairs and motorized wheelchairs
will be assessad through the MDS (Minimum
Data Set) pracass regarding thelr motor and
cognitive skills to safely operate the wheelchairs.
Their capability should be assessed, '
careplanned, and discussed with the rasident
and/or responsible party. Residents will also be
assessed utilizing whesichalr assessment tools
for motorized or non-motorized wheelchairs..."

Interview with the Rehab (Rehabilitation) Services
Manager on March 2, 2011, at 8:30 a.m,, in the
office of the Director of Nursing, confirmed
residents are assessed for wheelchair safety
annually, quarterly, and on case-by-case basjs
as needed including after incidents, Continued
interview confirmed resident #17 had not been
reevaluated for the continued safe use of the
power chair after the incident with the other
resident.

| Fa
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_ ¥ 325 MAINTAIN NUTRITION STATUS | 3[1} 201,
Interview with the Director of Nursing in the UNLESS UNAVOIDABLE
director's office on March 2, 2011, at 8:35 a. m., — i I
confirmed resident #17 had not been reevaluatsd ?}“?d f}f‘ ” "es'?c'“s 3 mhmp“’hm,‘j'“ ASISS iy
for the safe usa of the pawer chair after the e factiity must ensure that g resident -
incidant n Ma:ptams acceptable parameters o_f
. nutritional status, such as body weight
and protein levels, unless the residenf’s
clinical ¢ondition demonstrates that th is
not possible; and
: . 2) Reccives a therapeutic diet when there is
F 325 483 25(7) MAINTAIN NUTRITION STATUS F 325 @ A B s,
§8=D | UNLESS UNAVOIDABLE :
; Residents affected:
Based ona res:dentfs comprehensive Residen #24 has been discharged,
assessment, the facility must ensure that a )
I'esider_'lt - Residents potentially affected;
(1) Maintains acceptable paramaters of nutritional Al residents have the potential to be affected
status, such as body weight and protein levels, this cited practice. 100% weights on all residefits
unless the resident’s clinical condition have been obtaincd and reviewed for variances) - ..:
demonstrates that this is not possible; and
(2) Receaives a therapeutic diet when there is a Systemi¢ measures: ¥
nutritional problem, Residents are weighed on (rc)admission x 4 wi ks,
and thereafier monthly, Residents will be revigwed* =5 -+ -
at the weekly ar risk mecting and if needed
interventions will be implemented. Residents with
: Significan| weight loss will be reviewed weekly x 4
This REQUIREMENT is not met as evidenced weeks or until stable. Restorative nurse review
by: weights and advises the DON/des:me?.
Based on medical record review and.interview, Inicrventions are implemented and resident is
the faclity failed to ensure accurate assessment, reviewed in the weekly at risk mecting,
monttoring, and notification to the physlclan of a —
. - Monitoring Change:
slgnificant we'%m t'g"'f f"’r one resident (#24) of The DON/designec will review weight audi( tobl
twenty-six residents reviewed. weekly X 8 weeks then monthly. Concerns wil be
; addressed when identified and reported to the OA
The findings Included: committee monthly.
Resident #24 was admitted to the facility on June
14, 2010, with diagnoses including Vascular
Dementia and Hypertension, and was discharged |
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to another facility on August 5, 2010.

Medical record review of the Nutritional Risk
Review dated June 18, 2010, revealed the
resident was admitted on June 14, 2010, with a
weight of 167 |ha (pounds), ate 75% (percent) of
meals, had chewing problems, was a high risk for
Malnutrition/Weight Loss and, “...does have a
chewing & swallowing problem AEB (as

exemplified by) need for mechanical soft diet.
Appetite good, Weight WNL (within normal
limits),.."

Medical record review of the Monthly/Weekly
Weight Recap Sheet, Weekly NAR (Nutritional at
Risk) Review/Minutes, and Interdisciplinary
Progress Notes dated July 8, 2010, revealed
"...Current wt (welght) 160 stable.._Supplements:
Milk x (times)3. Triggers for revisw: Weekly
Weights...Nut'l (increased) Risk...Related to: dc
(discontinue) weekly.. Interventions: Spegial
Nutrition Program 2 cal/m) (calories/milllliter) med
(medication) pass 2 oz (ounces) Qid (four times &
day)...IDT (interdisciplinary team) mig (meeting)
held R/ (resident) stable X4 wks (times 4 weeks)
& (change) to monthly..."

Medical record review of the Monthly/Weekly
Weight Recap Sheet revealed, "Licensed Nyrsa
must report to the Physician weight loss that
meets the following criteria: 5% or more in ong
month 7.5% or more In 3 months 1 0% or more in
8 months or welght gain that is clinically adverse.
Please Note; If a significant weight variance is

recorded, weekly weight checks should be
Initiated for 2 weeks to monitar for change of
condition,.."

Medical record review of the Monthly/Weekly
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Welght Recap Sheet, Weekly NAR (nutrition at
risk) Review/Minutes, and lntzerdisdplinary
Progress Notes dated June 17, 2010, revealed
the resident weighed 167 pounds and was to
have weekly weights.

Medical record review of the MonthlyAveekiy
Weight Recap Sheet, Weekly NAR
Review/Minutes, and Interdisciplinary Progress
Notes dated June 24, 2010, revealed “...Current
wt (weight) 162.5 (down) 4 Y4, Supplements:
milk x 3 (three times a day). Triggers for Raview:
Weekly Welghts... Related to: No straw use chin
tucks...contj (continue) to monitor.. "

Medical record review of the MonthlyNVeekIy
Welght Recap Sheet, Weekly NAR -
Review/Minutes, and Interdisciplinary Progress
Notes dated July 1, 201 0, revealed the resident
weighed 157 Ibs and was re-welghed for a waight
of 158 Ibs. Further review revealed, "...Current wt
158 (down) 4 5% (pounds) 5.39% (percentage of
weight Ioss)... Triggers for Review: Weekly
Weights...Nut| (nutritional) (increased)
Risk...Interventions: 2 cal/mi (calories per
milliliter) med pass 2 oz {ounces every) Qid {four
times a day)..."

Medical record review revealeq weekly NAR and
IDT meetings were stopped after the July 8, 2010,
meeting and no further documentation was
completed in the NAR or Interdisciplinary
Progress Notes, Medical recard review of tha
Monthiy/Weekly Weight Recap Sheet revealed
the resident weighed 159 Ibs week 3 of July, 2010
and 154 Ibs week 1 of August, 2010,

Medical record review of a Dietary Progress Note
dated July 7, 2010, revealed, “...PO (oral or by

F 325
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F 325 Continued From page 23
mouth) intake ~ 75% (approximately). Refuses
snacks at HS (bedtime)...Admit wt (weight): 1874
CBW (cument body welght): 162 5% (down) 4.8# x
3 wks (times 3 weekas)...add milk o {with) each
meal to add extra calorief pro. (Protein). Will
maonitor,"”

Medical record raview and interview with the
Dietary Manager on March 2, 2011, at 8:50 a.m.,
and 10:25 a.m,, in the Training Room, confimmeq

the facility's protocal was to weigh residents on
admission for four Consecutive weeks. Continued
medical record review ang interview confirmed
residents who were losing weight during the four

- | weeks were to be weighed weekly until a stabls
pattern had been established. Continyed medical
record review and interyiew confirmed the
resident had not established g stable pattern of
weights when the weekly welghts and NAR
meetings were discontinued, Continued madical
record review and interview confirmed the
resident was exhibiting a weight loss tfrend and
continued to lage weight after the waekly
meetings had been discontinued and the weight
loss protocol had not been followed.

Medical racord review and interview with LPN #2
(Licensed Practical Nurse) on Mareh 2, 2011, at
10:30 a.m., in the Training Room, confirmed the
resident had experienced g Wweight loss, the
facility had failed to continue to monitor the

F 325| F 514 RES RECORDS.

Systematically otganized.

Residents affocteq:

COMPLETE/ACCURATE, ACCESSIBLE|3]3 1 |2e1)

The facility must maintein clinical records on each
resident in accordance with accepted professional
Stundards and practices that are complete;
accurately documented; readily accessible; an

Resident # 9, #20 were assessed by NP,

Residents potentially affected:

All residents have the potential to be affected y
this cited practice, Licensed nurses were edu
on protocol for medication administration wit

documentation.

Systemic measuras:

DON/Designee will validatc orders writien an :
compare them 1o the current MAR to ensure
medication is availablc and documented throy
the week. The SDC will coach and mentor
requiring addirional training on medication

administration and documentation with writic

compctency completed.

Monitoring change:

The SDC| will conduct med pass audit too] we
4 weeks then monthly x 2 months and quarterl

wIRIEEE ey

yx -

thercafter| The DON/Designes will recieve
notiification of nurses requiring additional tea; ing
by the SDC and FepoIt concerns 1o the monthl QA

resident's weight losg, and there was no committes.
documentation the physician had been notified of 4
the resident's weight oss.
C/O #28535

F 514 | 483.75(1)(1) RES F514

88=p | RECORDS-COMPLET] E/ACCURATE/ACCESSIB
LE
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_The clinical record must contain sufficient

Continued From page 24

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and

systematically organized.

information to identify the resident: a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes,

This REQUIREMENT Is not met as evidenced
by:
Based on medical record review and intervisw,

the facility faiied to ensure the medical record was
complete for two (#9, #20) of twenty-six residents

reviewed.
The findings included:

Resident #9 was admitted to the facility on
January 15, 2010, with diagnoses including
Vitamin B12 Deficiency, Cerebral Atherosclerosis,
Vascular Dementia, Insomnia and Aniiety.

Review of the Nurse Practitioners (NP)orders
dated November 9, 2010, revealed, "...Lortab
2.5/500 mg. (Milligrams) p.o. (by mouth) (for
abdominal discomfort)...D/C (discontinue) Tylenol
BID (two times a day) when Lortab avallable..."

Review of the Medication Record for November
2010 revealed the resident received the Tylenol
830 mg. two times a day as ordered through
November 15, 2010. Continued raview of the

F514
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Novemnber 2010 Medication Record revealed the
resident did not receive the Lortab 2.5 mg. as
ordered from Naverber 9, thry November 15,
2010, as indicated by an "X" or by the nurse
signing and circling the times as "not
administerad” to the resident. Continued review

of the back of the Medication Record revealed no

documentation why the Lortab was not
administered on November 9,10, or 11, 2010
(spaces were left blank).

Resident #20 was admitted to the facllity on
November 18, 2010, with diagnoses including
Alcohol Induced Persisting Dementia, Psychosis,
Altered Mental Status, and Vertigo.

Medical record review of the physician's
recapitulation orders dated November 1 8-30,
2010, revealsd the resident was fo recsive
Thiamine (vitamin B1) 100 mg one tablet daily.

Medical record review of the November 18-30,
2010, Medication Record revealed no
docymentation indicating if the Thiamine wdas

administered on November 22,23, 24, 25, 28, 29,

and 30, 2010.

Interview on March 2, 2011, at 10:00 a.m., with
LPN #1, at the nursing statlon, confimmed the
Medication Record was not complete and did not
indicate if the Thiamine was administered on
November 22, 23, 24, 25, 28, 29, and 30, 2010,

F 514
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